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R100| Initial Comments: | R100
An unannounced onsite survey fo ' licensing and
. complaints was conducted 4/12/2310 and
- 4/13/2010.
~ | #101
~ R101: V. RESIDENT CARE AND HOMI: SERVICES @ R11 ; ¢« . A
. s8=D : i“‘“s éafge «?Om‘mum tu Jarz
/ | & B BN J ’ ‘
5.1. Eligibilty ol lz;_)e & CCH; wrf /ﬁ’m/‘;[y
| 4:5/4{11 13 Jfeve) sEme on an
~5.1.a The licensee shall not acceat or retain as a ; AMA] anA AS hee ¢
i resident any individual who meets level of care LY NN Sl‘f‘hl‘ . ; Zé‘/ld bélhf/_f
eligibility for nursing home admission, or who j Fesish LI‘ M LlanF change in
otherwise has care needs which ¢:xceed what the ! ” n e ton Af}/”d4 ”’”;(() r oaf
. home is able to safely and approf riately provide. g‘/f'”f'f otturs, Thig ’&&'%"}’7 be |
| TING Ulilirng ke ‘g
This REQUIREMENT is not met as evidenced PR ﬁ“"’:» Fhe Resiclent
 by: : N f_SJmtnf' Fool anyl
' Based on record review and interview, the home Fhe " Chorres Lo Lare £R2 T7:
' retained a resident (Resident #1) who meets ! ermbu 1$2mend eR- ‘/&(gﬁ’-—-
nursing home level of care. Findings include: : Srr 5o ENT Mevth yﬂ/ﬂ/’ﬂjy
| . . 2 LOrtN LUQF)ES#VH
| Per record review on 4/12/2010 and 4/1 3/2010, 7/.;_, /. ; i
| Resident #1 was assessed on 1/20/2010 as: 1) | /’gw"/ or fare WII/ ‘A‘QE
' less than daily behaviors not easiy altered i ocet hnen k t'/ on ‘7’1.@ [{f/b/@n)(s'
including verbally abusive, physically abusive, A 5585 mé 1‘ % 4 (_/ o
socially inappropriate and resistant to care with ' n voy, /LBI' any reg {f,fmf
* overall mood and behaviors identified as gfr]¢ ;,Lﬂrm, : d { ; _ .
" . 1L s . . ’ h‘ w g ear& s
deteriorated™ 2) requiring a mod2arate assist with o g i ; QVG/
transfers, dressing, toileting, hygizne and total : f or i‘: L her A VA f/'ﬁ ﬂf{_
assist with bathing. Per interview on 4/14/2010, a Twill he ap /”ﬁ 3% . "
facility nurse stated that the resid2nt's condition of Alyeyk P Y0 0r podipe
" at the time of the assessment (ard to the current : “ "_556“ £ Wil be grveni <
time) did not meet the definition ¢f a level 3 | Yhe 1e5ident or GuarpSye i
resident and confirmed that a var ance request to “he prese A ﬁb;aﬂ Lsrng
' retain the resident in the home hid not been . P S¢ "L’d @rm /QW ) -/}
completed. Q@tumﬂédp’ém @f ?L_ h L;”C{/
| ; - Dl eCh TesiZlond
R114/ V. RESIDENT CARE AND HOMI: SERVICES ~ ~ R114 L',‘“%[ ok safe w tli he auttlilerf ’%
5S=D. P e Hearly |
Division of Licensing and ection ) o . PR
i / TIEIE.E (£ (A \-3\‘,,' [;_-”» i (X6) DATE o
LABORATORY GRS-OR P ER/SU { Rl PRESENTATIVE'S SIGNATURE | oWl AL \'l’%‘ -/
STATE FORM [ 6699 QFPL11 lation sheet 10f 14

. If dontindal
I
170 D)




Division of Licensing and Protection

PRINTED: 04/29/2010

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION & ¢

IDENTIFICATION NUMBER:

0085

FORM APPROVED
((2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
COMPLETED
A BUILDING :
E. WING C
04/13/2010

NAME OF F’ROVIDER OR SUPF‘LIER

RIVER S EDGE COMMUNITY CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HUNT STREET EXT

X4y

BENNINGTON, VT 05201

' 5.3.a Involuntary Discharge or T ansfer of
- Residents

(2) In the case of an involuntary cischarge or
transfer, the manager shalil:

i. Notify the resident, and if known, a family
member and/or legal representat.ve of the
: resident, of the discharge or tran::fer and the
. specific reasons for the move in writing and in a
- language and manner the resident understands
: at least 72 hours before a transfer within the !
* home and thirty (30) days before discharge from |
' the home. If the resident does not have a family !
member or legal representative and requests
assistance, the notice shall be sentto the Long
: Term Care Ombudsman, Vermont Protection and -
Advocacy or Vermont Senior Citi::.ens Law
Project.

fi. Use the form prescribed by the: licensing ;
. agency for giving written notice o' discharge or :
; transfer and include a statement n large print that;
| the resident has the right to appe:al the home's
decision to transfer or discharge ‘with the

| appropriate information regardin¢ how to do so.

Yiii. Include a statement in the wriften notice that
. the resident may remain in the ro>m or home
during the appeal.

iv. Place a copy of the notice in the resident's
clinical record.

This REQUIREMENT is not met as evidenced |

by: :
: Based on record review and interview, the home
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R114 Continued From page 2

failed to provide one applicable re:sident
(Resident #1)and / or a family member with
specific reasons for a discharge «ind appeal
rights. Findings include:

" Per record review on 4/12/2010, :a notice of
involuntary discharge was found n the record of
Resident #1. The notice containe i no specific i
reasons for the discharge and provided Resident
#1 and / or family members with mo appeal rights :
information. During interview on tae afternoon of |
4/12/2010, the Manager confirmed that the form
prescribed by the licensing agency for giving

" notice of discharge had not beenused and that

" the discharge notice did not cont:in specific

. reasons for discharge nor appeal rights.

R145 V. RESIDENT CARE AND HOME: SERVICES

5.9.¢(2)

Oversee development of a writter. plan of care for
each resident that is based on ab-lities and needs :
as identified in the resident assessment. A plan
of care must describe the care ar:d services
necessary to assist the resident t» maintain
independence and well-being;

This REQUIREMENT is not met as evidenced

by:

Based on record review and interview, the home |

* failed to accurately reflect the ne¢-ds of Resident |
#1 in a written plan of care. Findings include:

1) Per record review on 4/13/2010, nursing ‘
progress notes indicated that Res ident #1 !
attempted to leave the facility on 3/7/09, 9/16/09 :
- and 11/26/09 and was immediately found either in
| the driveway or on the entrance ramp in each '

R114

| R145

RIS

Thi tant plan wil) b nviewrr{

A weithn plan of sate For each
resident will inglude
Identifrpatien of Yhe dare
Andl ServiteS heeessary +p
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R145¢ Continued From page 3 R145 bﬁ a sk Ied nurse 150,
- circumstance, On 9/6/09, progres:s notes i = ; A p / A
¢ indicated that the resident sought multiple times O@fh (l‘(ﬁ'!ﬂ* *?* "f‘ﬂ, % M‘
* to exit the building without succes:s. The plan of mén
care for Resident #1 contains no nformation / a assessme ) *? béﬁ
. direction to staff about addressing| the resident's d@ﬂg Q hﬂW/ an d W ,ﬂ/‘
. exit seeking behaviors. a ﬂ ;, [ #
Nt¥Ere A
During interview at 1:00 PM on 4/14/2010, the /« 9’, f’Ztl # 40 Adﬂg{.
: Manager confirmed that Residen! #1 has ﬁ (4 Arg MIMZI hgn
. attempted to leave the building stating that the
Resident is difficult to re-direct an3 that there is Cmplf%ﬂh dﬁk ’@S’([I(ﬁf &/ 5 1/
- no written plan of care around Resident #1's exit
' seeking behaviors. : ‘l'ffﬂ” ’W"thpﬂ da*n é'ls‘
2) Per record review on 4/13/201), nursing < Poc acugl ) — C.L
progress notes reviewed indicate that Resident 1-1-10 RUN ) C /4
#1 exhibits verbal and physical acgression to staff : ' ;
and other residents. The plan of care for Resident :
#1 contains no information about he resident's
. behavioral issues to direct staff in safe and
. appropriate care for this resident.
. During interview on 4/14/2010 at - 0:45 AM, a '
' facility nurse confirmed that the resident exhibits ’
frequent verbal and / or physical ggression and i
confirmed that a plan of care to di ect staff i
interventions during behavioral ep sodes was not |
- present in the record.
R167 V. RESIDENT CARE AND HOME SERVICES ‘ R167 /€7
88=D, ~The Fsyehoackive :%m’/ffu‘fm
5.10 Medication Management /H”(Z‘J{S‘ee% et bé. re wsza’éo
’ ne
| 5.10.d If a resident requires medi:ation Ink fff‘a, {Z’f\a S'PQCHGC ba./w/m/‘
administration, unlicensed staff may administer c OI? 'e(e /.).0, Qeletlessect or
medications under the following cunditions: ) ndf[z_ ;g'/ [, e stanses %a,i'
(5) Staff other than a nurse may «dminister PRN I/\ﬁ‘eé’L(Za, )‘z ey(z*se Op\"”/‘{-
| psychoactive medications only wh 2n the home 0’1/ e descreA 6)[15[’}1?
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R167 Continued From page 4

has a written plan for the use of the PRN
- medication which: describes the ¢ pecific

address, specifies the circumstarces that
 indicate the use of the medicatior; educates the
' staff about what desired effects o * undesired side

the time of, reason for and specifi: results of the
medication use.

This REQUIREMENT is not met as evidenced
by: .
Based on record review and inter-iew, the home
did not assure that a written pian or the use of

i PRN (as needed) psychoactives vras developed
for 1 applicable resident (Residen: #1). Findings
include:

' Per record review on 4/13/2010, F esident #1 had
an order for (and had received du-ing the prior
manth) Lorazepam 0.5mg (1/2 to | tablet) QAM
and Q Afternoon PRN for combativeness /
agitation. During interview with a facility nurse on

was no written plan describing the specific

R171E V. RESIDENT CARE AND HOME SERVICES
SS=D

' 5.10 Medication Management

. 5.10.g Homes must establish procedures for

. documentation sufficient to indicat2 to the

' physician, registered nurse, certified manager or

- representatives of the licensing agency that the

" medication regimen as ordered is appropriate
and effective. At a minimum, this ¢'hall include:

effects the staff must monitor for; and documents |

R157

behaviors the medication is intended to correct or :

7-1-10

4/13/2010 at 2:38 PM, it was confirmed that there

' behaviors the medication was intended to correct. :
nor the specific behaviors which would determine
the use of either 1/2 or 1 tablet of :he medication. ;

1

“And undestied sccle elbeds
and spetilcations of
appmpn‘a/e close when A
Faa\&p, vs allowed . The
MAR will tomtrrne Yo
tontarn Adpcumendation of

Fime, feason anol leswiks of
psychoac twe pneotization
use. Complekondate - &7

Ri61 PocC ocuple) — C.Laf%l%

17/ 7

The. Abrorma/ /nvo/unAw _
Moutemend Scieep %psh/:? will
be done Lor il resioleR e
[eceivin ehoactive. medsn-
F10nS . ISIDZ‘]//I beclone.
Mmonhly for 3 mondhs g+

H tat-mln 10t Y1 ateon ana wh4

=
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T

(6) All incidents of medication errors.

~ This REQUIREMENT is not met s evidenced

: by:

- Based on record review and inteniew, the home
. did not establish a record to monitar for the side
effects of psychotropic medication(s) for 1
applicable resident (Resident #1). Findings

- include:

'
i
i
I

!

' Per record review on 4/13/2010, Riesident #1

receives Lorazepam 0.5 mg (millicram) at HS ‘

(bedtime) and has an order to rece:ive Lorazepam |

0.5mg (1/2 to 1 tab) Q (every) AM PRN (as

. needed) and Lorazepam 0.5mg (12 to 1 tab) Q

' PM PRN for combativeness / agitztion. Per
review of facility policy and procedure, resident's
receiving psychotropic medication:s require AIMS

' (Abnormal Involuntary Movement :3creen) testing
monthly for 3 months at treatment initiation,
quarterly and / or semi-annually th=reafter (unless .
a change in dosage or psychotropic medication
occurs). During interview on 4/13/2 010, a facility
nurse confirmed that Resident #1 does receive
psychotropic medications and that:there is no

(Xa)ID SUMMARY STATEMENT OF DEFIZIENCIES i PROVIDER'S PLAN OF CORREC 'ION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHO'.LD BE " COMPLETE
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: DEFICIENCY)
R171; Continued From page 5 R171 ’ /o lease 1n plpse. Ol n CC
| cyuﬂf‘/.&p or Semiannual
. (1) Documentation that medicaticons were
" administered as ordered; %'e reak ‘f ' p
~(2) Allinstances of refusal of medications, lse of ‘AIM Screenin
. m:ll:‘%lrr;%the reason why and the actions taken by< Ll be auct 1{(\/ annu
(3) AllPRN medlcations administered, including 7‘5{ Paeh resi vlen + a ‘-,L
i the date, time, reason for giving tt-e medication,
and the effect: 7 1; L '7[7’\’)@ oF /s léél/ﬁ -/_
(4) A current list of who is administering A$SesS men £ .
medications to residents, including staff to whom -
a nurse has delegated administra-ion; and (07\0 /-L )Ll on oZa/tL S'A"/Z
(5) For residents receiving psychoactive p | C LGA
- medications, a record of monitorirg for side cipted. — C. @y R
e 9140 (UL Poc oeup 1

S?

i
J
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R171} Continued From page 6 ©R171
record that the AIMS screen has >een completed.
R179/ V. RESIDENT CARE AND HOME. SERVICES R179
SS=E .

: 6,11 Staff Services

5.11.b The home must ensure that staff
demonstrate competency in the s«ills and .
techniques they are expected to perform before |
" providing any direct care to resideints. There i
shall be at least twelve (12) hours of training each
year for each staff person providig direct care to .
residents. The training must incitde, butis not
limited to, the following: . i

Moy Calenade ™

(1) Resident rights; : OP \/D\‘\’\A
“ (2) Fire safety and emergency evacuation; i .y \Q ) e -l 3
(3) Resident emergency respons: procedures, ! Lo \\
such as the Heimlich maneuver, zccidents, police | _ e
. or ambulance contact and first aic; MOJ"AA*O% S*'/\w :

(4) Policies and procedures regalxdlng mandatory
reports of abuse, neglect and expwitation;
(5) Respectful and effective interiiction with

- residents;

{6) Infection control measures, in:luding but not ' )
limited to, handwashing, handling of linens, N-1-o R4 pPoc &C%P:C«J . “’CL%?[/LJ
maintaining clean environments, t'lood borne ’

pathogens and universal precauticns; and
(7) General supervision and care of residents.

. This REQUIREMENT is not met :1s evidenced i e
: by: :

Based on record review and interview, the home
failed to assure that annual staff training to
assure competency in resident ca-e was

~ provided. Findings include:

Per record review on 4/12/2010, 5 of 5 staff

i records reviewed did not contain t1e required 12

|
Divisien of Licensing and Protection
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R179 Continued From page 7 | R179
| hours of training nor the mandated trainings in !
- Resident rights, fire safety and erergency ;
- evacuation, resident emergency 1esponse ;
. procedures, policy regarding mardatory reports
of abuse, neglect and exploitatior , respectful and
effective interactions with residents, infection
control measures, and general supervision and
, care of residents. During interviewv on the f
| ' afternoon of 4/12/2010, the Maneger confirmed
* that training records were incomgiete for all
~reviewed staff.
x . i
R190| V. RESIDENT CARE AND HOME. SERVICES " R130

SS=E

L 5.12.b.(4)

- registry checks for all staff.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home
- did not obtain criminal record and.adult abuse

. include:

Per record review on 4/12/2010, twvo direct care
. staff persons had no evidence of sriminal record

abuse registry checks available. The Manager
confirmed on 4/12/2010 at 2:05 P that these
required background checks were not available.

R208| V. RESIDENT CARE AND HOME SERVICES
SS8= E

registry checks for 3 of 5 staff revewed. Findings

' The results of‘the criminal record and adult abuse .

. checks and a third staff person hzd no criminal or !

5.18 Reporting of Abuse, Neglect or Exploitation

&YW@\U\S‘% \S \f\kV-e‘Q)\
e, Comual) Cecord
cond Aol odouss Voot
cﬁ_DMA. Cecd e, LYW \DS-
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R208 Continued From page 8 i R208
' 5.18.c Incidents involving resident-to-resident R SN - @%\W
abuse must be reported to the licznsing agency if ; =3 To oo \ i
a resident alieges abuse, sexual abuse, orifan | Movse o W e Q“Q
injury requiring physician intervention results, or if : ‘ cesnd
there is a pattern of abusive behzvior. All ' ‘o \\C, a\év«\c\ &C{(/'/\QH
: resident-to-resident incidents, eve:n minor ones, | ) DO
must be recorded in the resident': record. ' ~ Ac 2\ 4o e e
Families or legal representatives must be notified . e
and a plan must be developed to Jdeal with the A ﬁ:u,\,\/,\\)\ R Bo.a.,\

- behaviors

This REQUIREMENT is not met as evidenced . W of )
by: ‘

Based on record review and interview, the 1 _ [A/\W Rl
licensee and staff failed to report nultiple L N-2.00] Rzot Poc QCM‘FE‘)‘ & 5 T
incidents of resident to resident abuse initiated by | ' ‘
Resident #1 toward other residen:s of the home.

Findings include:

. Per record review conducted on 4713/2010 for the |
period from 3/2009 to 4/12/2010, Resident #1 [
initiated multiple verbal and / or pliysical assaults -

- upon various residents and staff cf the home. .
During interview on 4/14/2010, the: Manager |

. confirmed that the behaviors of Rasident #1 have |

become unpredictable over the pravious year, ; ,

that notification of affected resider it families had | i

not occurred and that a behaviora plan of care |

for Resident #1 had not been dev«loped. It was
also confirmed that the licensing egency had not |
been notified regarding the behav:oral issues ’

Resident #1 was exhibiting.

R226 VI, RESIDENT'S RIGHTS - R226
SS=D!

6.14 Residents subject to transfei or discharge
from the home, under Section 5.3 of these
- regulations, shall:

L
Division of Licensing and Protection
STATE FORM 5388 QFPL11 If continuation sheet 9 of 14
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| 6.14.a Be allowed to participate i1 the ‘
* decision-making process of the hame concerning
- the selection of an atternative pla:ement;
6.14.b Receive adequate notice »f a pending
- transfer: and
6.14.c Be allowed to contest theil transfer or :
discharge by filing a request for a fair hearing i
before the Human Services Boarc in accordance _ ‘
- with the procedures in 3 V.S.A. §091. (‘\ 5\ \(\ '
i AQCAVR NS & ;
This REQUIREMENT is not met as evidenced e - ?\Q\—\WW\%¥N
A\ - .
by: . . N\ Q_CY\‘ AN AW e ?\Q&{
Based on record review and inteniew, the home TN KL\ Qese ¢ ;
failed to notify Resident #1 of righ:s related to an Qo= "\ Ci\oes e
; ) S : . Adong X .
unplanned discharge. Findings inc lude: SO AN\ae E\ SN
‘ oSN T o\ SRS %‘4\
+ Per record review on 4/12/2010, thie record of ' A\« o N KQSU'\\Qo\g
Resident #1 contained a documert indicating | RN ( \Q\Q(‘Q\S Ao Condo=)\
| involuntary discharge. The documant advised the S NN Q\ N ~
Resident that needs could no longzar be met, but ,_ ~\ <ol % ¢ Q\‘(\‘S;‘L( .
 did not detail what those needs included nor did it : RN 25 ANL vawag L D=
' advise the Resident and /or respo1sible party of A Dsae Coorlod (o WO |
. the Resident's right to contest the discharge > Q@&(Q\Q\r . N . >
| along with a description of that prccess. During AN Suve N WS \\A\, AL
interview on the afternoon of 4/12/2010, the BUNX S SO .
. Manager confirmed that the home had not Neean A QQ(\Q(Q%_\C %& &
. provided complete information to Fesident #1. ey L AR Y
: VIR s el
| : e R0 Qedian o Ca NPT
R232' VII. NUTRITION AND FOOD SERWVICES * R23z . N . b -
RS ; TINS . Vet W Aoy %y
' | R R LN CEN RN N
7.1.a.(1) Menus for reguiar and th2rapeutic diets S LETacs A\ o\ o v
shall be planned and written at ieast one (1) week : =R R >
In advance. .70 Rtz Coc QCW' -C: [&/RM/&A/
. This REQUIREMENT is not met as evidenced
by: i
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R232 Continued From page 10

R234)
S

R235!
SS=E

' Based on record review and interview, the home
did not provide completed menus for the current

week. Findings include:

Per record review on 4/12/2010, {there were no
supper menus planned from this date through the
end of the month. During interview that afternoon, -
the Manager confirmed that no m=anus for supper

had been completed.

VII. NUTRITION AND FOOD SERVICES

7.1.a.(3) The current week's regular and

: therapeutic menu shall be posted:in a public
place for residents and other interested parties.

This REQUIREMENT is not met as evidenced
- by:

Based on record review and interiew the home

did not post the current week's menu for viewing
. by residents and others. Findings include:

Per record review on 4/12/2010, en a-la-cart

menu for breakfast and a daily lur.ch menu for

" the week was posted on the refrigarator. There
was no supper menu posted for viewing. During
interview that afternoon, the Manzger confirmed
that supper menus were not posted as required.

Vil. NUTRITION AND FOOD SEFVICES

7.1.a(4) The home must follow t-e written,

- posted menus. If a substitution must be made,
the substitution shall be recorded >n the written

menu.

This REQUIREMENT is not met i1s evidenced

:Rl@( Poc aewspT) . — C. LCV\,MATP

R e ’GassT | Luncead

1

¢ SupPpEe menu >
Lo\ \™e o ss*ve;«:j
Leex gy, O Resmperty
& Dowuic WeWng .

S OO SN %SLitx§€3<~“* ~O
O Q€. TOBRSIUSTON
=L RE POsven.

7-r7-1 O
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R235: Continued From page 11

R247 VII. NUTRITION AND FOOD SERVICES
SS=E.

by

: Based on observation, interview, and record
review, the home did not record substitutions on
the written menu as required. Finidings inciude:

Per observation on 4/13/2010 bologna and :
- cheese sandwiches were served for the lunch i
. meal. The posted menu indicatec that ham and
cheese sandwiches would be served that date. -
On 4/14/2010 sandwiches were served forthe
lunch meal. The posted menu incicated that soup
| would be served that date. No changes,
. indicating the substitutions had bi:en made to the
- posted menu for either meal. On he afternoon of
. 4/14/2010, the Manager confirmed that
substitutions had been made ang that the posted
. menu had not been changed to ir-dicate the
" changes.

!

| 7.2 Food Safety and Sanitation

' 7.2.b All perishable food and dririk shall be

: labeled, dated and held at proper-temperatures:
(1) Ator below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit w1en served or

- heated prior to service.

. This REQUIREMENT is not met as evidenced

! by:

| Based on observation and interview, the home

| failed to assure that all perishable food and drink .
. are held at proper temperatures. ~indings ‘
! include:

Per observation during the initial {our on

- 4/12/2010, two freezers and a ref igerator /

| freezer (freezer compartment) in he basement

. R235

| R247

i

N i

SR\ A(\(\Q(W\QW\QXVQ‘(% ?bf; Qx&\

\Q?x’\@(\‘i\’w\ﬁ(% Ay ?«'Qitus
Noxe Voeewn (Q?\&QQ& \d\-\’\(\

ACEVSY viz;g \neeo U\ be

ek o Qm\\\% N

QS L N \a
W}Q\QW\Q\%(Q & Qv{ Q\Q&&& an A\\ng|

VORIV <s&:\u&um§\\\(.
7-1-10 |
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R247 Continued From page 12

had no thermometers or temperature logs to

~assure foods were stored at appropriate

- temperatures. Additionally, the re’rigerator /
freezer on the main floor in the ki chen had no

- thermometers in either section ncr were

" temperature logs available to derionstrate that
food temperatures were maintainad. During
interview on 4/12/2010 at 1:10 PN, the Manager
confirmed that thermometers weie missing in
these appliances and that no temperature logs
had been kept.

R291
SS=E

IX. PHYSICAL PLANT

9.6 Plumbing

. 9.6.d Hot water temperatures shill not exceed
120 degrees Fahrenheit in reside 1t areas.

This REQUIREMENT is not met as evidenced
. by:
- Based on observation and interview, the home

! exceed 120 degrees Fahrenheit (OF) in all
resident areas. Findings include:

- Per observation on 4/12/2010, weter
temperatures taken with the Manager in rooms

125.2 DF, 125.9 DF and 125.3 DI- respectively.
The Manager at confirmed that the water

and that temperatures are not mcnitored by the
. home.

R302 1X. PHYSICAL PLANT
SS=F

#2, #4, and the common shower , bathroom were ;

- R247

i R2@1

- did not assure that hot water temperatures do no -

et
1-z2-1D

temperatures exceeded 120 DF in resident areas

R302

Greenes O\ W:}\ i
on H\ix\1o\O O "

LAy TNampemAore o

Temperedave VWO reeols
\ne‘\jb .

\20 Q_Q_c\rcﬂb Fodoren
POC R24L LU TRD an woited. A

T

i

Division of Licensing and Protection
STATE FORM

6899

QFPL11 If continuation sheet 13 of 14




Division of Licensing and Protection

PRINTED: 04y29/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/3UPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICA TON NUMBER:

0085

(>2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

COMPLETED
A BUILDING C
B WING
' 04/13/2010

NAME OF PROVIDER OR SUPPLIER

RIVER'S EDGE COMMUNITY CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

5 HUNT STREET EXT
BENNINGTON, VT 05201

SUMMARY STATEMENT OF DEFIZIENCIES

i PROVIDER'S PLAN OF CORREC 'ION

éﬁg;& : (EACH DEFICIENCY MUST BE PRECEIDED BY FULL pnglg)ng (EACH CORRECTIVE ACTION SHO LD BE CO!\(A)I("JL)ETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPF DPRIATE DATE
| . ' DEFICIENCY) |
R302: Continued From page 13 CRAZ N Looe Bos Line Lol
9.11 Disaster and Emergency Pieparedness f X ansoes Resmeenss 'ow > =Y,
: , AN ES TPeris WAl
' 9.11.c Each home shall have in effect, and e oco | ; &
available to staff and residents, written copies of . Roged . R =
a plan for the protection of all persons in the SDoud) O AR S Q\J‘(\ C.
. event of fire and for the evacuaticn of the building \a\L_L, ASRAR ),
- when necessary. All staff shall be instructed “\Nneecrvicae usl Krc oxed
- periodically and kept informed of their duties ACUEEOBLED T BETar SN
- under the plan. Fire drills shall be conducted on Cunc. WRocepvres
at least a quarterly basis and sha| rotate times of . - )
' day among morning, afterncon, evening, and Xgﬁ‘ubm";; Hee Sews ,
night. The date and time of each 3rill and the OCRED voN TR O
names of participating staff memsers shall be GNsorE AUl REDD&NY Yoo
documented. OO S Ty OSE v e
C OOV TS S L O €
This REQUI ENT i t met.as evid :
| b;cs QUIREM is not me videnced b P oo, W
. Based on record review and interview, the home . i Q:L_L, RSO SN Chelk3encs
~ has not conducted all required fir2 drills. F|nd|ngs ‘ Wn~acs N,
. include: |
‘ - ALC DWLs | EneR. 6/%\(10(/"(\\@(
Per record review, the home hadconducted fire ‘ DND SYALCT W\\JO WwWEO, W \U\, B
drills on 3/13/2009 at 12:00 Noor and on Nt G @A |
5/14/2009 at 8:48 AM. During inte:rview on
4/12/2010 at 2.5 PM, the Manacer confimed g1 | R30z, (e ac ) T aflochhed
" that the 6 required fire drilis had 1.0t been =t 3 ) C
: conduéted during the prior 12 mcnths. SV | > oo J . — L“"“"““‘V),RA)

S
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R190- Belore hining an cmployee - a criminal and abu

T e duradwr— s —

1-22-10  R140 o areydad ©
R292- Hot water - a thermometer will be use

se check will be done.
. — RN

d weekly to make sure water tepaperature is at 120

degrees and{ewzl}‘}‘ Pe charted. 4§ © addandu~ — C Lo.«u.w~7l RN

q-e-\0 voL o

R302- Fire Drills Set-up: 2 Night Drills, 1 Mornin

These drills will take place every 6 months.

g Drill, 1 Afternoon Drill and 1 Evening Drill.
An in-service will also take place, one time

annually. oot acupt & addamdum, — C,LMW\.7 o
/

.22~y (RT2T
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